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Relationship between Spending and Longevity

Source: OECD Health Data 2011
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Coverage + Care + Prevention

Milstein, et al. “Why Behavioral and Environmental Interventions are Needed to Improve 
Health at Lower Cost”. Health Affairs 2011. 



Non-Medical Determinants of Health

Source: Steven A. Schroeder, New England Journal of 
Medicine, Sept 20, 2007

Integration of public health and the medical delivery system is required if our 
goal is to improve health of the individual and population.
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State Health Improvement Process (SHIP)

• Framework and resources to 
align local action to 
continuously improve 
population health and health 
equity

• 20 Local Health Improvement Coalitions 

• Typically Co-Chaired by Hospital and Public Health leaders and 
include cross-section of health and human services

• State and Local Accountability

•40 measures: health outcomes and determinants

• State and county baselines and 2014 targets

• Racial/ethnic disparity information



20 Local Health Improvement Coalitions 
(LHICs) Across Maryland



Aligned Action in 5 Focus Areas to 
Increase Life Expectancy

• Healthy Beginnings

• Healthy Living

• Healthy Communities

• Access to Care

• Quality Preventive Care



Maryland’s Unique 

Community Health Capacity

• State Health 
Improvement 
Process: 
– 40 goals for 

health

– 20 public-
private 
coalitions

– Integrated 
online data and 
engagement 
for citizens
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SHIP 1.0: SHIP County Profiles



Network of Care



Network of Care



SHIP Data and Analytics

• For planning:

– To assist in priority-setting around identified 
community health needs 

• For performance monitoring: 

– To assist in continuous quality improvement

– To identify best practices through comparative 
analysis
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Community-Integrated Medical Home

Community Health 
Team

Local Health Departments

Community Organizations

Social Services

Hospitals

Other providers

Primary Care Team

Primary Care Physicians

Nurse Practitioners

Allied Health Professionals

Community Pharmacists

Care 
Manager

Community 
Team Leader & 

Community 
Health 

Workers

Shared 
data



4 Pillars of CIMH

Pillar #1 

Pillar #2 

Pillar #3
Pillar #4

Primary Care - strong 
primary care, focusing 
on highest risk 
populations 
Community Health -
alignment of public 
health resources 
through Community 
Health Hub
Workforce Development 
Strategic Data Use 
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• During SIM Model Design, CRISP established the technical and data infrastructure and 
the analytic framework necessary to operate a statewide reporting solution designed 
to support CIMHs.

• The objective of the Model Design grant was to invest in the proof of concept 
reporting technology and create a large scale population health infrastructure capable 
of responding to an array of cross entity data needs. 

• CRISP and DHMH have developed this reporting technology and are positioned to 
deploy it to support the community-based population health data needs.

Pillar #4: Strategic Use of Data
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• State-designated health information exchange

• Mission :  We will enable and support the healthcare 
community of Maryland and our region to appropriately 
and securely share data in order to facilitate care, 
reduce costs, and improve health outcomes.

• Vision:  To advance health and wellness by deploying 
health information technology solutions adopted 
through cooperation and collaboration.

Chesapeake Regional Information 
System for our Patients (CRISP)



Master Patient Index
The Challenge 
Accurately and consistently linking 
identities across multiple facilities to 
create a single view of a patient.

CRISP receives real-time 
hospitalization events from every 
hospital in Maryland and links 
identities to create a single Unique ID

Accurate cross-entity patient identity 
management is a fundamental 
requirement for population-level 
measurement, utilization trending, 
and care coordination.
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Encounter Notification Service

• ENS enables CRISP participants to receive real-time 
notifications when one of their patients or members is 
hospitalized.

• The alerts are generated from the “ADT” messages and Care 
Summary documents CRISP receives from Maryland hospitals.

• Participants can only subscribe to “active patient or members” 

• If an individual has opted out of the HIE, an alert will not be 
triggered.

• There are currently over 4,500,000 patients subscribed to with 
in ENS resulting in over 10,000 notifications per day.



GIS Mapping Capability

• Based on the indexed utilization information CRISP can produce 
visualizations of hospital utilization data in near real time.  

• CIMH can leverage geographic data to better understand localized use of 
services and opportunities for the most efficient / targeted interventions.

Unique Patients Top 1% Patients 



Inpatient Utilization by Census Tract



Inpatient Utilization, Prince George’s Co.



Inpatient Utilization, Capitol Heights

*simulated data







Electronic Clinical Quality Measures
• Through funding under the HITECH I-APD HIE funding effort, CRISP is 

deploying the open-source popHealth clinical quality measures solution.

• Maryland’s deployment 

of popHealth will be 

leveraged to support 

eCQM-related aspects 

of the Model Test 

effort.

• LTC and other relevant 

provider organization 

will be able to submit 

structured documents 

to the popHealth

solutions to enable 

CQM calculation and 

reporting.



Overview of All-Payer Claims Database

31

• 1993 law required creation of an APCD, operated by the 
Maryland Health Care Commission

– Required private carriers (with ≥ $1 million in premiums) to 
submit paid claims information for Maryland residents to 
the MHCC

• Annual private insurer data submissions 

– Content for each year set by MHCC, with carrier input

– 11 carriers submit data

– Professional (78.8 million), Institutional (3.7 million), Rx 
(21.0 million), Eligibility (3.6 million) records

• Other components of our APCD

– Annual Medicare data files (eligibility, all service types 
except Rx)



Current Uses of All-Payer Claims 
Database

• Consumer-focused reports on cost & utilization of health care 
services 

• Legislatively required analyses 

• Multi-payer PCMH program functions

– Patient attribution and shared savings

• Comparison studies of small group market, individual market, 
larger employers, and MHIP 

• Other research studies



All Payer Claims Database
• Claims data suffers from identity gap challenges similar to those associated 

with clinical data.

• The Maryland Health Care commission has worked with CRISP to assign 

the Unique ID created by the MPI to each claim submitted by carriers to the 

APCD.

• This Unique ID assignment can allow individual patient analysis even when 

there are changes in coverage.

• The unique ID also enables 

data to be linked across data 

sets that have been associated 

with the same Unique ID.

• If SIM is funded, the APCD 

data set will be deployed to 

allow for similar data 

visualization and analysis as 

shown in previous slides.



• Moving from yearly submission to quarterly submission of data

• Adding Medicaid MCO, self-insured plans, and more detailed 
Medicare data

• Developing Practitioner Performance Measurement project

– Additional data flows will allow for reports on provider 
quality, cost, and efficiency

– Start with a limited set of performance measures and then 
expand over time

– Will develop and test each performance measure

• Quality: NQF-endorsed measures

• Alternative measures: cost/resource use; efficiency

– Risk adjustment for patient mix

– Specialty-specific measure sets will be developed

Future Uses of All-Payer Claims 
Database



Future Population Health IT Goals

• Data integration across data sources

• Develop original predictive models to analyze CIMH data and provide 
population-based decision support to all stakeholders in real-time

• Incorporate GIS data analytics into predictive modeling

• Redefine and recalibrate various quality measures (e.g., CMS and 
NCQA measures for ACOs) on a community and/or population level

• Develop advanced computational techniques to efficiently and 
effectively analyze Big Data resulting from CIMH model while 
developing new techniques to deal with unstructured data captured in 
the CIMH model (e.g., cutting edge text mining (NLP) customization, 
integration and automation)



SHIP 2.0: “Intermediate” Measures & 
Data Integration Across Data Sources

• schools
• local health departments
• WIC clinics

d$$

Data Collection, Exchange 
& Aggregation

Health
Plans

Registries

CRISP

Community data integrators

d$$ d$$

APCD
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